Background: India was the first country in world to launch -The National Family Welfare Programme in1951 but even today the couple protection rate (CPR) is still not achieved as desired.
Introduction
India launched the National Family Welfare Programme in 1951 with the objective of reducing the birth rate to the extent necessary to stabilize the population at a level consistent with the requirement of the National economy. The Family Welfare Programme in India is recognized as a priority area, and is being implemented as a 100% centrally sponsored programme 1 . Five states of Bihar, Uttar Pradesh, Madhya Pradesh, Rajasthan and Orissa, which constituted 44% of the total population of India in 1996, will constitute 48% of the total in 2016, according to projections. These states will contribute 55% of the total increase in population of the country during the period 1996-2016 2 .
Family planning can reduce maternal mortality by reducing the number of pregnancies, the number of abortions, and the proportion of births at high risk 3, 4 . It has been estimated that meeting women's need for modern contraceptives would prevent about one quarter to one-third of all maternal deaths, saving 140,000 to 150,000 lives a year 5, 6 . As per the projections by UN, India will become the most populous country by year 2045. Assessing the potential demand for contraceptive services is an important component of family planning programme management. The need to control increasing population so as to mitigate the adverse impact of population growth on the economic development was recognised by the planners since the very beginning of planning in the country 7 .
In Philippines however, low-income women experience great difficulty accessing modern family planning methods. In addition to cultural and religious barriers, family planning program planners also face formidable legal barriers due to the country's own policies 8 . The extent of acceptance of contraceptive methods still varies within societies and also among different castes and religious groups. The factors responsible for such varied picture operate at the individual, family and community level with their roots in the socio-economic and cultural milieu of Indian Society. Recent evidence from Ethiopia, where the majority of the population live in rural areas, indicates that the country's contraceptive prevalence rate could double if the current community based reproductive health program were expanded to include provision of family planning 9 . Hence, the present study was designed to find out the contraceptive prevalence and identify the different variables which affect the contraceptive prevalence among the urban slum community in Mumbai.
Methods
A cross sectional descriptive study of four months duration was conducted among married women in reproductive age group (15 - The method of sampling was Universal Sampling i.e. all married women in reproductive age group (15 -49 years) who have attended the UHC during the study period were selected as study subjects. Exclusion criterion: 1) Participants not willing to respond even after requesting and ensuring confidentiality were excluded from the study. 18 females were thus excluded from the study. 2) Pregnant women were excluded from the study. 7 women were thus excluded.
A total of 180 women were selected as study participants. Every woman was interviewed face to face with pre-tested questionnaire after taking an informed consent. The questionnaire included sociodemographic details and details regarding contraceptive practices. Utmost care was taken to maintain privacy and confidentiality. Modified Kuppuswamy scale was used for classification of socio-economic status into lower, middle and upper 10 .
Information on knowledge of contraception was collected in two ways. First, respondents were asked to spontaneously mention all the methods of contraception that they had heard of. For methods not mentioned spontaneously, the interviewer described the method and probed for whether the respondent recognized it. Respondents who were able to spontaneously mention at least two contraceptive measures (temporary/permanent) were accepted as having knowledge about contraceptive measures. Also, if the respondents were able to recognize the method on probing, it was accepted as having knowledge about contraceptive measures. Information was thus collected on the knowledge of female and male sterilization, the pill, the IUD, injectables, male condoms, female condoms, emergency contraception, and two traditional methods (rhythm and withdrawal).
Unmet needs has been defined as those women who are fecund and sexually active but are not using any method of contraception, and report not wanting any more children. The concept of unmet need points to the gap between women's reproductive intentions and their contraceptive behavior 11 .
Ethical considerations
Ethical clearance was obtained from the Institutional Ethics committee prior to the start of the study. Written informed consent was obtained from the study participants before obtaining any information from them. Utmost care was taken to maintain privacy and confidentiality.
Data analysis
Data entry and statistical analysis was done using SPSS version 16. The data collected using the above mentioned measures were analyzed using frequencies and percentages. Chi square test was used for testing the significance of association at P value of 0.05 and 0.001. Table 1 shows that out of the total 180 subjects that participated in the study only 94 (52.2%) married women were having knowledge about the contraceptives while remaining 86 (47.8%) were having no knowledge regarding the same. Thus it gives a clear indication that there is a great need of community based Information Education & Counseling (IEC) activities in the study area. Percentage of subjects with contraceptive knowledge was 52.22% while that of contraceptive usage was 32.22% suggesting Knowledge -Application Gap. Table 2 shows the relationship between the various socio-demographic parameters and contraceptive usage. Age of the study participants was found to be significantly associated with contraceptive usage depicting that out of the 24 participants less than 20 years only 6 (25%) were using any for m of contraceptives. Out of the 124 Muslim study subjects, only 34(27.4%) were using contraceptives suggesting that IEC activities needs to be strengthened in Muslim community as 90(72.6%) were not using any of the temporary or permanent contraceptives. Both subject's education status and their husband's education status was found to be significantly associated with contraceptive usage suggesting that literacy status can definitely have an impact on motivating a couple to adopt any contraceptives method for spacing. Out of the 76 subjects who were from the lower socioeconomic class only 17(22.3%) were actually using contraceptives in comparison to 15(65.2%) subjects out of the 23 from the upper class. There was no association observed between age at marriage / birth order of the study subjects and contraceptive usage. When relationship between age at first pregnancy and contraceptive usage was considered it was observed that out of the 68 married women who had their first pregnancy at less than 20 years of age, only 15(22.1%) were using contraceptives which needs to be seriously looked upon as it not only increases the number of child a woman will bear but can also have a serious impact on the health status of the mother. Table 3 shows the distribution of various contraceptive methods available depending on the age of study subjects. Overall only 58 (32.2%) were using contraceptive measure of any sort. Copper-T was the most common contraceptive measure used by almost 24 (41.3%) of study participants. Only 8 (13.8%) subjects less than 20 years of age were using any contraceptives. Also only 6 (10.3%) subjects have adopted permanent contraceptives as a mode of limiting. Table 4 shows the reasons cited by the study subjects for either using or not using the contraceptives. 21(36.2%) of the participants said that they prefer using condom as a mode of contraception as it is easily available while for Cu-T almost 16(27.5%) subject were of the opinion that it offers long time protection. When the remaining 122 women were asked about the reason for non usage, 86(70.5%) said that they were not having any knowledge regarding various contraceptive methods. About 26(21.3%) participants said that they were not using any contraceptive because they are afraid of the side effects of contraceptives. 93 subjects (51.6%) had unmet need for contraception. 
Results

Discussion
In the current study only 58 (32.2%) subjects were using contraceptives of any form in comparison to a study done in south-west Nigeria where point prevalence rate of contraception was 66.3% 12 . Also in a study carried out in Samaru community in Nigeria contraceptive prevalence was 12.5% 13 . In a descriptive study carried out amongst women in reproductive age group in Sudan current usage of contraception was found to be 21.3% 14 . According to findings of National Family Health Survey -3, usage of any mode of contraception amongst women in reproductive age group in urban area in India was found to be 64% 15 . In our study it was observed that 86(70.5%) subjects said that they were not having any knowledge regarding various contraceptive methods. Similar findings were observed in a study done in urban slum of Maharashtra where 57.6% subjects revealed that lack of information about contraceptive method and its sources were the common reasons for nonacceptance of contraception 16 . In a study carried out amongst European women, (17) oral contraceptives was the most common contraceptive used in Germany (54.3%), France (50.5%) and Sweden (34.6%) as compared to Cu-T which was the most common contraceptive utilized in 24(13.3%) study participants in the present study. While in studies done in Andhra Pradesh and Eastern Delhi, tubectomy and condom (33.9%) were the most preferred methods of contraception respectively 18, 19 . In the current study significant association was obser ved between age groups of study participants and choice of contraceptive methods while no significant association was observed between age of marriage and contraceptive usage. Similar findings were observed in a study carried out in a Muslim predominant community in Mewat, Haryana 20 . In a study conducted in Dehradun it was observed that younger age of the women, illiteracy, Muslim religion, no living son in the family and experience of child loss were found to be associated with low use of contraception 21 . A significant association was found between contraceptive acceptance and literacy status, occupation, type of family, socioeconomic status and age at marriage in married women in reproductive age group in the village Chanai, Beed district 22 . In a review of the literature on the barriers for fertility regulation from a consumer perspective identifies limited method choice, financial costs, women's status, medical and legal restrictions, provider bias and misinformation as reasons for non-use of contraception (23) . In our study 93 subjects (51.6%) had unmet need for contraception. Out of which, 52 (28.9%) subjects had unmet need for spacing and rest 41 (22.7%) had unmet need for limiting. In a study carried out in both rural and urban area of Gwalior district the unmet need of family planning was found to be 21.70% 24 . In a descriptive study carried out amongst women in reproductive age group in Sudan unmet need for contraception was found to be 30.7% 14 . The overall unmet need for family planning was 25.4% in a study carried out in resettlement colony in eastern Delhi 19 . The higher percentage of unmet need in our study was mainly because of lack of knowledge about contraception (70.5%), followed by fear of side effects (21.3%) and familial pressures (13.9%). In a review on unmet need for family planning in developing countries found that substantial increases in contraceptive prevalence can be achieved in the absence of changes in the demand for children by meeting the existing unmet need 25 . In the present study none of the study participants reported that their partners interfere with their birth control measures (i.e. none of the husbands interfered with the choice of contraceptives by the women) while in a study carried out in United States, women reporting that their partners interfere with their birth control were nearly twice as likely as women without interfering partners to report those partners being involved in their contraceptive services 26 . The study had its limitation in the form that it was a centre based study. A community based study would give more generalizable results. Also partner preferences were not taken into account. An extension of the same study involving partners can be planned in future.
Conclusion
There is a tremendous need of incorporating IEC activities as a part of National Family Welfare Programme. These IEC activities should not be for a specific occasion rather a sincere effort should be taken by the entire health team to not miss even a single opportunity be it a Antenatal visit or postnatal visits or immunization sessions or even general OPD / Sexually Transmitted Infections (STI) clinic. Spousal involvement throughout the antenatal, intra-natal and postnatal period through separate husband craft clinics emphasizing responsible parenthood should be promoted. Every effort should be taken to correct the myths and misconceptions associated with contraceptive measures. Community Health Volunteers, Anganwadi workers and the proposed Urban Social Health Activists under National Urban Health Mission should undergo specialized training in Family Planning. Special contraception promotion campaigns can be organized on various occasions like World Population Day, Children's' Day and Breast Feeding Week.
